Metastatic tumors of the spermatic cord are extremely rare, and the prognosis for patients is typically poor. In the majority of cases, the primary tumor occurs in the gastrointestinal tract. We report a case of a 62-year-old man with a metastatic spermatic cord tumor. The patient complained of groin discomfort with a tender mass in the right inguinal area. An excisional biopsy was performed, and the pathologic finding was a metastatic mucinous adenocarcinoma. We performed a systemic evaluation including colonoscopy, abdominal computed tomography, and total-body positron emission tomography, and the primary tumor was confirmed to involve the total colon, including the cecum, sigmoid colon, and rectum. The pathologic finding for rectum revealed a mucinous adenocarcinoma compatible with a metastatic spermatic cord tumor.
INTRODUCTION
A spermatic cord tumor is unusual, and, in particular, a metastatic tumor of the spermatic cord is very rare [1, 2] . The primary lesion of a metastatic spermatic cord tumor is known to involve the gastrointestinal system, the kidneys, and the prostate [1, 3, 4] . The liver and the lungs are usual sites for the metastasis of colorectal cancer, and colorectal cancer has been reported to spread to various organs such as the peritoneum and the lymph nodes [5] . However, colorectal cancer very rarely generates a metastatic lesion in the spermatic cord [1, 3, 4, [6] [7] [8] [9] [10] . The authors report their experience with a patient in whom colon cancer was confirmed by the discovery of a metastatic spermatic cord tumor.
CASE REPORT
A male patient, 62 years old, visited Good Samsun Hospital with a chief complaint of a right inguinal region mass accompanied by pain for the previous 3 months. He had no special history of disease; however, the year before his visit to our hospital, he had undergone hernia surgery due to an indolent fixed mass in the right inguinal region. On physical examination, his vital signs were stable, and a hard, fixed mass, accompanied by oppressive pain, with a size of 1 cm × 1 cm was felt in the right inguinal region. The patient's progress was observed for a month during which time an anti-inflammatory analgesic drug was administered to distinguish the oppressive pain from that which might have been generated by the previous hernia surgery. The biopsy of the spermatic cord showed a metastatic mucinous adenocarcinoma (Fig. 1A) . The image showed a thickening of the right spermatic cord, and infiltration around soft tissues was confirmed by using the scrotal sonography (Fig. 2) . In addition, abdominal computed tomography indicated infiltration of the proximal sigmoid colon and rectum, as well as a diffuse peritoneal seeding metastasis (Fig. 3A, B) . A tumor accompanied by redness was observed in the rectum during the colonoscopy, and a core needle biopsy was conducted on that tumor. A mucinous adenocarcinoma that was identical to tissue previously taken from the spermatic cord was diagnosed based on the biopsy result (Fig. 1B) . Positron emission tomography (PET) (Fig. 4) confirmed infiltration of the sigmoid colon, rectum, and cecum.
This patient received four rounds of FOLFOX (oxaliplatin with fluorouracil and folinic acid) anticancer chemotherapy, and the right spermatic cord mass was smaller on the abdominal computed tomography that that was done 10 weeks after the diagnosis of a spermatic cord tumor. However, the tumor sizes in the sigmoid colon and the rectum had not changed, and the possibility of a new seroperitoneum was checked. An exploratory laparot-omy was conducted to confirm the possibility of salvage surgery to remove the primary lesion from the large intestine, but only an orchiectomy on the right side was completed because its metastasis in the peritoneum, omentum, and small bowel mesentery was extensive. Upon surgery, a broad metastasis in the peritoneum, omentum, and small bowel mesentery was confirmed (Peritoneal Cancer Index score, 22), and the biopsy of the peritoneum, omentum, and small bowel mesentery showed a metastatic mucinous adenocarcinoma. As a result of this diagnosis, the therapy was changed to include palliative FOLFIRI (irinotecan with fluoroura- 
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cil and folinic acid) chemotherapy. The patient came down with pneumonia after the 3rd FOLFIRI treatment. Antibiotic treatment was started, but the pneumonia proceeded to sepsis within a week. The patient finally passed away three months after the initial diagnosis.
DISCUSSION
A metastatic tumor of the spermatic cord is very rare [1, 2] . The primary lesion of this tumor is in the gastrointestinal tract, and in some cases, it is in the kidneys and prostate [1, 3, 4] . The most involved parts in the gastrointestinal tract are the stomach, colon, anus, and pancreas in order of decreasing incidence rate. The frequencies of occurrence in the colon on the right side, the left side, and both sides are reported to be 57.4%, 27.8%, and 12.9%, respectively [1] . In this case, PET confirmed infiltration into the sigmoid colon and the rectum.
About 23.8% of the patients with a metastatic spermatic cord tumor report no symptoms, and most cases are confirmed as the primary lesion progresses [3] . Thus, in most previous cases, the presence of such a tumor was confirmed during therapy for the primary tumor. However, in this case, colon cancer was found due to the discovery of the metastatic spermatic cord tumor.
Until now, five cases of a metastatic spermatic cord tumor have been reported in Korea: three cases for stomach cancer, one case for colon cancer, and one case for esophageal cancer in the gastrointestinal tract [6, [11] [12] [13] . In many cases, metastasis of the spermatic cord presents as multiple metastases into various organs, so its prognosis is very poor, with an average survival of only 9.1 months [3] . The patient in this case report passed away in only 3 months, a survival time much shorter than the reported average survival time.
Colorectal cancer primarily spreads to the lymph nodes, liver, lungs, and brain [5] and very rarely spreads to the spermatic cord or the scrotum [1, 3, 4, [6] [7] [8] [9] [10] . The mechanism for metastasis to the spermatic cord in patients with colon cancer is not clear. However, various routes have suggested [4, 7, 8] : infiltration through the lymph nodes, passage through the blood vessel, and a reversely go through the spermiduct or possible direct infiltration by the tumors through the walls of the spermiduct [4] . If spread in the peritoneum, a transperitoneal seeding is also available through the patent processus vaginalis [7, 8] . Even in this case, no direct connection of the masses in the abdominal cavity was observed. All metastasis possibilities, as confirmed through the peritoneum and the lymph nodes, should be considered for patients with a previous history of hernia surgery. No correlation with the metastatic spermatic cord tumor was revealed in this case, but the patient had a history of surgery due to an inguinal hernia. Physiological tissue tests on the hernia pocket after surgery have been reported to show a 0.4% incidence of a malignant tumor [10] , and a case in which a metastatic spermatic cord tumor was mistaken for a hernia has also been reported [12] .
The metastatic spermatic cord tumors reported in both domestic and foreign literature were almost always discovered while treating the original cancer or observing its progress. As in this case, however, the primary lesion may be discovered by finding the spermatic cord lesion before finding the original cancer. Therefore, a mass in the inguinal region should always be considered as a malignant tumor. In addition, if an inguinal hernia is found in elderly patients, the possibility of a metastatic tumor should be considered, which should be confirmed by conducting a histopathological examination.
